INTRODUCTION

Overview
Over the past 15 years, the VA health system has shifted PTSD care from primarily inpatient to outpatient psychiatric settings. 1 More recently, VA and other military primary care clinics have become increasingly important in the identification and management of PTSD and associated problems. 2 Accordingly, there is a need to investigate both the nature and scope of PTSD within VA and other military primary care settings. This study takes account of existing PTSD primary care research, including both military and civilian data. 3 The study documents the lifetime prevalence of traumatic events (premilitary and military), PTSD, and depression within four VA primary care settings. Particular attention is paid to gender differences due to the relevance of such differences in planning appropriate treatment programs. 4, 5 Prevalence Traumatic events are common among adults regardless of military status. Among adults seeking outpatient primary care treatment, lifetime traumatic event exposure rates of 70-90% have been reported. 3, [6] [7] [8] Trauma exposure is highest within treatment-seeking populations and among previously traumatized populations. 3, 9, 10 Gender differences exist in trauma exposure. Earlier prevalence studies focused on combat-exposed samples and demonstrated higher levels of combat exposure and PTSD among male veterans. 11 On the other hand, it appears that female veterans exposed to similar combat stress levels as male veterans are underdiagnosed with combat-related PTSD. 12 When premilitary trauma is considered, female soldiers are more likely than male soldiers to have been exposed to childhood sexual or physical abuse. 13 Other research suggests that exposure to premilitary sexual trauma places female soldiers at increased risk for PTSD. 14 Studies of civilian samples suggest that women are more likely to experience rape and other forms of sexual exploitation. [15] [16] [17] [18] The National Comorbidity Survey demonstrated that rape was the traumatic event most likely to lead to PTSD among both women and men. 16, 17 As with traumatic event prevalence, PTSD is also common. Community samples reveal lifetime PTSD prevalence rates of 5 to 6% for men and 10 to 12% for women. 3, 9, [15] [16] [17] [18] One reason for an increased risk of PTSD in women is the greater likelihood of being exposed to rape or other forms of sexual exploitation. 16, 17 PTSD estimates for veterans of the Iraq or Afghanistan wars range in the 15-35% range. 19, 20 Less than half of Iraq or Afghanistan war veterans appear to receive any mental health treatment. 19, 21, 22 Studies of civilian adult primary care patients have reported lifetime PTSD rates in the 6 to 36% range with most estimates of current PTSD falling in the 10 to 20% range. 3, 9, [15] [16] [17] [18] Gender differences in PTSD comorbidity within primary care settings have not been demonstrated. 3 A variety of health issues including health risk behavior (e.g., smoking, drinking, risky sexual behavior), physical symptoms, chronic disease, increased medical visits, and treatment nonadherence have been associated with traumatic stress and PTSD. 23, [27] [28] [29] [31] [32] [33] Among male and female war veterans, PTSD has been associated with an increase in medically unexplained physical symptoms (MUPS). 27 One study of male and female civilian primary care patients demonstrated an association between PTSD and several medical problems (e.g., diabetes, kidney disease, anemia). 31 The following health and behavioral issues have been noted among Iraq or Afghanistan veterans: somatic symptom severity, lower ratings of general health, more sick call visits, more missed work days, increased interpersonal confl ict, military attrition, and low use of mental health services. [19] [20] [21] 30 Primary Care Setting PTSD is not optimally managed in VA, military, or civilian primary care settings. Primary care clinicians often fail to identify trauma exposure and associated mental health problems (e.g., PTSD, depression, alcohol abuse). 30, [34] [35] [36] [37] The potential impact of traumatic events and PTSD on health risk behaviors, physical symptoms, and chronic disease is not always considered. [19] [20] [21] 23, [27] [28] [29] [30] [31] [32] [33] When PTSD patients do receive treatment they are more likely to receive medications than empirically validated psychological treatments. 3 As treatments have been developed through study of primarily male veterans, the results may not always apply to female veterans. 4, 5, [38] [39] [40] Given the increasing number of female veterans using VA health services, it is especially important that gender-relevant health services (including mental health services) be offered within VA health centers. 4 Finally, patients often report barriers to the obtainment of evidence-based PTSD treatment (e.g., PTSD-related treatment not recommended, stigma, treatment cost). 21, 41 
Current Study
The current study evaluates gender differences in lifetime prevalence of traumatic events (premilitary and military), PTSD, and depression among a large group of VA primary care patients. Univariate analyses involve stratifying key variables by gender. We will consider: (1) sample demographics by gender, (2) lifetime PTSD and depression by gender, and (3) lifetime traumatic events by gender. Multivariate analyses involve constructing logistic regression equations to predict each lifetime PTSD and depression. Separate equations were constructed for men and women. Predictor variables included sample demographics and lifetime traumatic events. Lifetime traumatic events were collapsed into four predictor categories (see Table IV ) consistent with prior research: war zone exposure, sexual victimization, interpersonal violence, and other trauma exposure. For men, we expected war zone exposure and interpersonal violence to predict both PTSD and depres-sion. For women, we thought that sexual victimization would predict both PTSD and depression.
METHODS
Overview
This study is a secondary analysis. The parent study had three parts: consent and baseline data collection at a clinic visit, telephone follow-up call for PTSD diagnostic assessment, and review of electronic medical record (EMR). Methods and primary results from the parent study are described elsewhere. 42 The parent study was approved by the institutional review boards at the four settings providing subjects to the study (Veteran Affairs medical centers in Charleston, South Carolina; Columbia, South Carolina; Tuscaloosa, Alabama; and Birmingham, Alabama). This secondary analysis was approved by the institutional review boards at the Medical University of South Carolina and the Charleston, South Carolina Veterans Affairs Medical Center.
Study Population
The current analysis was based on data gathered for the parent study from patients at four targeted VA medical centers in the southeast region of the United States. Eligible patients were identifi ed from among the 229,000 veterans who had had a primary care visit during fi scal year (FY) 1999. These clinics are staffed by general internists, physician assistants, and nurse practitioners. Almost all patients at VA medical centers are assigned a primary care provider and have at least one visit annually. In an effort to maximize generalizability, there were few exclusion criteria. Only patients with known dementia, octogenarians, and nonagenarians were excluded because of concern over their ability to recall information critical to the study.
Two study samples were recruited. Patients in group 1 were randomly selected from those who had an outpatient visit in FY 1999 at one of the four study hospitals. Within each hospital, all eligible patients were assigned a computer-generated random number and placed on a sequential patient list in blocks of 200 for that setting. (New blocks were sent when those lists were exhausted.) Research assistants checked these random lists against the upcoming primary care clinic schedule on an ongoing basis. Whenever a study-eligible patient was noted to have an upcoming appointment, a letter of invitation explaining the study was mailed. When the patient subsequently presented for their primary care appointment the study was further explained and written informed consent was obtained. Over the course of the study, we contacted 1,198 veterans from our lists (known to be alive). Relative to the larger population, the randomly selected patients had fewer females (6.2% vs. 10.9%), were slightly older (60 vs. 59), and had more outpatient visits during FY 1999 (20 vs. 14) . A total of 888 provided informed consent to participate, with 885 actually starting the study. Of these 885 participants, 62 were women. Consenters and nonconsenters were similar with regard to gender (6.8% women consenters vs. 4.2% women nonconsenters); consenters were slightly younger (59 years old vs. 64 years old); the average number of outpatient visits during FY 1999 was the same (20) .
In an effort to recruit a larger sample of female participants, we randomly identifi ed additional female veterans from our lists and approached them during their visits to one of the four hospitals. We did not send these women a letter in advance of their visit. Otherwise, all aspects of the study were the same for this over sample. We approached 276 women, of whom 191 consented to participate (69.2%). There were no differences between these women and the women recruited from group 1.
In the fi rst sample, 746 patients completed the telephone interview portion of the study, while in the second sample, 137 completed the telephone interview for a total of 883. Due to missing data for some of our key variables, 865 were in the analytic dataset. Patients who completed both the clinic and follow-up telephone interviews (vs. noncompleters) were older and more likely to be Caucasian (vs. African American; p < 0.05).
Data Collection
Each of the three stages of data collection obtained unique information. The clinic interview collected the following: demographic information, PTSD Checklist (PCL-M), and the Short-Form Health Survey (SF-36). [42] [43] [44] [45] [46] The telephone interview obtained the following data: modifi ed Trauma Assessment for Adults (TAA), Clinician Administered PTSD Scale (CAPS), and the Mini International Neuropsychiatric Interview (MINI). [47] [48] [49] [50] The EMR review recorded: medical and mental health diagnoses and the use of primary care and mental health specialty services. Research assistants who conducted the EMR review were blind to the PTSD status of study participants. Consistent with the aims of this secondary data analysis, only the following data were used for this study: demographic information, traumatic life events (modifi ed TAA), PTSD diagnostic status (CAPS), and depression diagnosis (MINI). A structured telephone interview was used to obtain lifetime prevalence information regarding trauma exposure (modifi ed TAA), PTSD (CAPS), and depression (MINI version 5.5.0). [47] [48] [49] [50] These structured instruments were administered by master's level (and above) clinicians who had specifi c training with one of the investigators (B.C.F.), an experienced doctoral level psychologist, familiar with the research and clinical use of these instruments.
Lifetime exposure to traumatic life events was obtained via telephone interview using a modifi ed version of the TAA (3 items added). The TAA is a state-of-the-art screening instrument for traumatic life events and has been used with community, medical, and psychiatric populations. 8, 18, 47 Existing research supports the construct validity of the TAA. For example, TAA trauma rates are similar to trauma rates determined by other standardized instruments for both community and treatment seeking samples. 51 The TAA accurately identifi es traumatic events documented in health records. The TAA also identifi es traumatic events not recorded in health records. 52, 53 The temporal stability of TAA responses at 1 week is good ( r = 0.80). 54 The modifi ed TAA poses 15 behaviorally specifi c questions regarding the occurrence of the following: combat experience (2), POW status (1), serious accidents (1), natural disasters (1), serious illness (1), sexual assault (rape) (2), childhood sexual abuse (1), physical assault with a weapon (1), physical assault without a weapon (1), witnessing a serious injury or death (1), close friend or family member murdered (1) or killed by a drunk driver (1), or any other extremely stressful situation (1) .
PTSD diagnostic status was obtained by administering the CAPS. 48, 50 The modifi ed TAA was used to screen for the presence of at least one qualifying traumatic event (PTSD criterion Al). At this initial step of trauma screening, it was not required that the patient experience intense fear, helplessness, or horror (PTSD criterion A2). 55 This strategy was intended to avoid possible underestimation of PTSD at the initial stage of traumatic event screening. 18 Only patients who reported at least one traumatic life event on the modifi ed TAA were administered the CAPS.
The CAPS is considered to be the gold standard PTSD diagnostic interview in community, medical, and psychiatric research settings. Substantial research exists to confi rm excellent convergent and discriminant validity, diagnostic utility, and sensitivity to clinical change. Research also confi rms solid reliability across items, raters, and time. 56 In the current study, 8% of CAPS interviews were rated simultaneously by two interviewers with a 100% concordance rate for PTSD diagnosis. 42 The current data analysis will focus on the lifetime PTSD diagnosis. To qualify for a lifetime PTSD diagnosis, the respondent had to indicate that their index trauma exposure resulted in intense fear, helplessness, or horror (PTSD criterion A2). 55 Depression diagnostic status was obtained using the MINI (version 5.5.0) via telephone. This instrument measures a broad range of ICD-9 and DSM-IV mental health diagnoses. For the purposes of this study, data were obtained concerning lifetime major depressive disorder (MDD). The MINI is known to have good psychometric properties when contrasted to the WHO Composite International Diagnostic Interview and the SCID-P. 49, 57 In the validation studies, the MINI depression module (clinician rated) demonstrated excellent reliability (inter-rater k = 1.00, test-retest k = 0.87). 49 The convergent validity between the MINI depression module (clinician rated) and SCID-P were also excellent ( k = 0.84). 49, 57 Data Analysis A SAS Sudaan statistical program was employed. Univariate analyses focused on stratifying key variables by gender. The c 2 statistic was used for a range of comparative analyses (e.g., trauma type by gender). When multiple c 2 comparisons were performed a Bonferroni correction was used to provide a conservative correction for familywise type I inferential error. 58 Multivariate analyses involved constructing four logistic regression equations to predict lifetime: PTSD (men), PTSD (women), depression (men), and depression (women). Demographic factors entered into the four equations served to control for several potential sources of bias (e.g., correlation among demographic variables, correlation between demographic variables and outcome variables, and any correlation between telephone interview noncompletion and demographic factors). Four composite traumatic event types (war zone trauma, sexual victimization, interpersonal violence, and other trauma exposure) entered into the four equations to test predicted relationships and to control for the potential impact of multiple traumatization. There was no appreciable colinearity among the four composite trauma categories (tolerance >0.3; variance infl ation factor <3.0).
Missing data were minimal as 97.9% (865 of 883) of recruited patients completed both clinic and telephone phases of data collection. This low level of missing data is within accepted expectations (less than 5% missing data). No imputation was used for missing values (to minimize uncertainty). Data were coded so that all valid values were included for data analysis. 59 Table I illustrates the demographic characteristics ( n = 865). Men and women differed signifi cantly on all demographic variables ( p < 0.05). Men were more likely to be: older, white, married, retired, and less educated. Table II presents data concerning lifetime PTSD and depression as a function of gender. Lifetime PTSD was equally likely for men (12.3%) and women (9.2%) ( p > 0.05). Lifetime depression was signifi cantly more likely for females (29.3%) when compared to males (15.9%) ( p < 0.001). There was a high degree of overlap with 69.3% of lifetime PTSD cases also qualifying for a lifetime depression diagnosis.
RESULTS
Univariate Analyses
Table III provides data concerning the lifetime traumatic event prevalence. Multiple c 2 (15) comparisons were conducted to assess for gender differences. To keep the familywise type I error rate at an acceptable level ( p < 0.05), the conservative Bonferroni correction ( p < 0.003) was employed. 58 Men were more likely to report war zone/combat experience or service in a war zone. Women were more likely to report sexual molestation, sexual abuse (childhood), sexual assault (rape), or physical assault without a weapon ( p < 0.001).
Traumatic life events were grouped for both conceptual and methodological reasons for subsequent data analysis. The footnotes for Table III detail the specifi c traumatic events included in each of four composite trauma categories (war zone exposure, sexual victimization, interpersonal violence, and other trauma exposure). These groupings are conceptually consistent with prior research allowing current results to be related to prior research fi ndings. By entering four distinct trauma categories into subsequent logistic regression models, the potential impact of repeat traumatization will be taken into account.
Table IV presents data concerning male mental health as a function of the four composite trauma types. It can be seen that both war zone exposure and interpersonal violence were associated with lifetime PTSD ( p < 0.001). Lifetime depression was associated with war zone exposure, interpersonal violence, and other trauma exposure ( p < 0.001-0.005).
Table V presents data concerning female mental health as a function of the four composite trauma categories. For women, it appears that lifetime PTSD was associated with both sexual victimization and interpersonal violence ( p < 0.009-0.03). Lifetime depression was similarly associated with sexual victimization and interpersonal violence ( p < 0.03).
Multivariate Analyses
We calculated four logistic regression models to predict lifetime: PTSD (men only), depression (men only), PTSD (women only), and depression (women only). The following variables MDD, major depressive disorder. a A positive response to at least one of three questions concerning "military combat experience" or "military service in a war zone" or "prisoner of war" resulted in a positive categorization for "war zone exposure." b A positive response to at least one of three sexual traumatic events (2 sexual assault/rape questions, 1 childhood sexual abuse question) resulted in a positive categorization for "sexual victimization." c A positive response to at least one of four interpersonal traumatic events (physical assault with a weapon, physical assault without a weapon, friend or family member killed by a drunk driver, friend or family member murdered) resulted in a positive categorization for "interpersonal violence." d A positive response to at least one of fi ve other traumatic events (serious accident, friend or family die unexpectedly from a medical illness, witnessing death or serious injury, other situation with serious injury, or other situation with life threat) resulted in a positive categorization for "other trauma exposure." MDD, major depressive disorder. a A positive response to at least one of three questions concerning "military combat experience" or "military service in a war zone" or "prisoner of war" resulted in a positive categorization for "war zone exposure." b A positive response to at least one of three sexual traumatic events (2 sexual assault/rape questions, 1 childhood sexual abuse question) resulted in a positive categorization for "sexual victimization." c A positive response to at least one of four interpersonal traumatic events (physical assault with a weapon, physical assault without a weapon, friend or family member killed by a drunk driver, friend or family member murdered) resulted in a positive categorization for "interpersonal violence." d A positive response to at least one of fi ve other traumatic events (serious accident, friend or family die unexpectedly from a medical illness, witnessing death or serious injury, other situation with serious injury, or other situation with life threat) resulted in a positive categorization for "other trauma exposure." Downloaded from https://academic.oup.com/milmed/article-abstract/175/10/750/4344692 by guest on 10 December 2018 was only associated with sexual victimization (OR = 4.50; 1.20-16.80, 95% CI). Also for women, lifetime depression was not signifi cantly associated with any of the demographic or trauma category variables.
DISCUSSION
Overview
This article presented univariate and multivariate results concerning demographic variables, PTSD, depression, and traumatic events for a large sample of VA primary care patients. Findings were consistent with prior research. Univariate fi ndings included: men reporting more war zone exposure, women reporting more sexual victimization, women reporting more depression, and no gender differences in PTSD. The entry of demographic variables into logistic regression models controlled for any demographic bias (e.g., correlation among demographic variables, correlation between demographic variables and outcome variables, and any correlation between telephone interview, noncompletion, and demographic factors). As expected, for men PTSD was predicted by war zone exposure while depression was predicted by both war zone exposure and interpersonal violence. For women, PTSD was predicted by sexual victimization while depression could not be predicted.
Univariate Findings
The current study estimated lifetime PTSD rates of 12.3% for men and 9.2% for women ( p > 0.05). Several studies have found that women are two times more likely to have PTSD than men. 3, 9, 16, 17 The lack of a gender difference in the current sample may refl ect the VA setting where many men have been exposed to combat conditions, heightening their risk of developing PTSD. On the other hand, some research has suggested that female soldiers exposed to equivalent levels of combat stress are equally likely to develop PTSD compared to male soldiers. 12 Other research has shown that female soldiers are more likely to be exposed to premilitary sexual trauma, increasing the lifetime risk for PTSD. [13] [14] [15] [16] [17] [18] The current study estimated a lifetime depression rate of 15.9% for men and 29.3% for women ( p < 0.001). Consistent with this fi nding, depression is generally more common in women. 55 We note that for men, war zone exposure and interpersonal violence predicted depression while for women no traumatic events predicted depression. To some degree this may refl ect different models for depression etiology on the basis of gender expectations (more acceptable for women to express feeling depressed). Men may be less willing to report depression and it may have taken the presence of a socially sanctioned external event for some men to acknowledge depressive symptoms.
It is a strength of the current study that PTSD and depression prevalence estimates were based on structured diagnostic interviews rather than symptom checklists. Given the conservative basis on which lifetime PTSD diagnosis was based, it is not surprising that this prevalence estimate falls in the lower end of rates reported in other research studies. 3, 9, [15] [16] [17] [18] It is also notable that lifetime depression was prevalent in the current sample. In concert with previous fi ndings, lifetime PTSD overlapped highly with depression (69.3%). Other studies have found PTSD to be comorbid with other mental health problems (depression, anxiety, substance abuse, somatization, suicidal ideation or actions). 16, 17, [19] [20] [21] [23] [24] [25] [26] [27] [28] [29] [30] Several points can be made regarding traumatic event prevalence within this sample. First, as with other primary care studies the vast majority (91.5%) reported at least one lifetime traumatic event (78.3% reported two or more lifetime traumatic events). 3, [6] [7] [8] Second, there were signifi cant gender differences. [13] [14] [15] [16] [17] Men were most likely to experience war zone conditions whereas women were most likely to experience sexual trauma or physical assault. Previous research has linked sexual victimization with PTSD among women receiving medical care within the VA system. 39, 40 Third, even when one gender was signifi cantly less likely to experience a trauma (e.g., 13 .2% of women reported combat experience vs. 53.3% of men), a notable proportion of that gender still reported the index trauma.
Multivariate Findings
The logistic regression results highlight the complexity of understanding relationships between demographic variables, traumatic events, and mental health. Results from Table I clearly indicated that gender was associated with other demographic variables. Subsequent separate male and female univariate contrasts between trauma type (i.e., war zone exposure, sexual victimization, interpersonal violence, and other trauma exposure) and mental health suggested relationships that did not hold subsequently in logistic regression analyses when the impact of demographic variables was considered. For example, in univariate comparisons for men, lifetime PTSD was associated with both war zone exposure and interpersonal violence (see Table IV ). In a subsequent logistic regression model, lifetime PTSD among men was predicted by only disability (OR = 3.42; 1.74-6.72, 95% CI) and war zone exposure (OR = 7.14; 3.82-13.30, 95% CI). A major contribution from the current study lies in the ability to remove the infl uence of demographic variables from results in an effort to understand how traumatic events impact mental health for both men and women within a primary care setting.
Implications in Primary Care
At a conceptual level, the current results challenge VA primary care providers to carefully consider the complexity of factors impacting the well-being of their adult patients. Clearly, primary care settings are where chronic physical and mental health problems are most often presented. 60 However, current results underscore both the prevalence of traumatic life events and the linkage between such events and mental health. 3, 16, 17, [19] [20] [21] [23] [24] [25] [26] [27] [28] [29] [30] Past research documents that traumatic events and associated PTSD are clearly linked to a variety of health-risk behaviors, chronic physical complaints, medical problems, increased use of medical services, and decreased treatment adherence. [19] [20] [21] 23, [27] [28] [29] [30] [31] [32] [33] Gender issues deserve special comment with regard to VA health care services. Of note, in 2008 the VA provided health care to 281,000 female veterans. It is projected that this fi gure will increase by 17% over the next 25 years (to 330,000 by 2033). Although women currently receive a full range of health services within the VA system, some services are contracted out. Further, gender-specifi c mental health services are currently limited within the community-based outpatient clinic (primary care CBOC) system. 4 Thus, building on gender-specifi c results from the current study (and similar studies), there is an opportunity to more fully develop gender-sensitive mental health services within the VA and related military primary care systems. 4, 5, [38] [39] [40] At a practical level, we believe attention should be given to barriers to the proper identifi cation and management of PTSD within VA primary care settings. 21, 41 The success of collaborative care models for identifying and managing depression within primary care settings provides a model for VA primary care providers to follow. Within the collaborative care model, the physician's efforts are extended by the assistance of care managers as well as periodic consultation with mental health specialists. The management of each patient is appropriately adjusted in-between visits according to an evidence-based management algorithm. [61] [62] [63] [64] [65] [66] [67] [68] [69] [70] [71] Work is underway to test the effectiveness of collaborative care approaches to the management of PTSD within primary care settings. 2, [72] [73] [74] [75] [76] Consistent with this thrust, we suggest that in the appropriate clinical setting, primary care professionals should screen adult patients for the potential presence of traumatic life events and mental health symptoms (e.g., PTSD, depression, or alcohol abuse). Brief screening questionnaires appropriate to the primary care environment exist. 41, 77, 78 For patients with signifi cant trauma-related mental health symptoms, primary care providers must recommend evidence-based mental health treatment. Both appropriate psychotropic medications and empirically validated psychological approaches should be considered. 3, 41 
Limitations
The current study has strengths and weaknesses. Strengths include: large sample size, multiple primary care clinics at multiple VA health systems, systematic efforts to recruit a random sample of all clinic attendees in a 12-month period, high participation rate, use of standardized instruments, and the use of structured diagnostic interviews. Several study limitations exist. First, the results of any single study cannot be considered defi nitive as a variety of biases may exist. A statistical technique (entering demographic variables fi rst in the logistic regression models) was used to control for participation bias (over-representation of older, Caucasian patients in the sample). Measurement error was minimized (but not eliminated) through the use of standardized measures by well-trained master's level clinicians. Finally, the current results are based on patients attending VA primary care clinics. While we think the fi ndings have relevance to other military and civilian primary care settings, it is not clear to what extent results would differ in other settings.
SUMMARY
This study found high rates of lifetime traumatic events, PTSD, and depression among VA primary care patients. Men most often reported war zone-related trauma whereas women most often reported sexual trauma or physical assault. Gender was associated with other demographic factors leading to diffi culty in interpreting univariate relationships between traumatic events and mental health. It is important to note that different trauma types were associated with PTSD in men (war zone exposure) and women (sexual victimization). In men, depression was predicted by war zone exposure and interpersonal violence, whereas for women depression could not be predicted. These fi ndings suggest the importance of the VA healthcare system providing gender-specifi c psychosocial treatment in addition to routine medication management for veterans with trauma-related mental health problems. 4, 5, [38] [39] [40] The authors note that previous primary care research has resulted in improved identifi cation and management of depression in primary care settings. [61] [62] [63] [64] [65] [66] [67] [68] [69] [70] [71] It is our hope that PTSD research in VA primary care settings will result in similar improvements in the ability to identify and appropriately manage PTSD within VA and other military primary care settings. 2, 3, 41, [72] [73] [74] [75] [76] 
